MARYLAND MEDICAL ASSISTANCE PROGRAM
CERTIFICATION FOR ABORTION

A COPY OF THIS FORM MUST BE ATTACHED TO ALL INVOICES FOR ABORTION SERVICES.

Please Print or Type ) 5

PHYSICIAN COMPLETING FORM

PATIENT'S NAME

FHYSICIAN'S MEDICAL ASSISTANCE PROVIDER NUMBER

PATIENT'S ADDRESS

PATIENT'S ADDRESS

PFLACE OF BERVICE r

PATIENT'S MEDICAL ASSISTANCE NUMBER

DATE OF SERVICE

PART | - Check one of the blocks if applicable and sign the certification.
[0 G. I certify that this abortion is necessary because the life of the mother would be endangered if the fetus

" paATE

were carried to term.

DATE PHYSICIAN'S SIGNATURE

Attached is a document submitted by an official of a law enforcement agency or public health service
where the rape or incest was reported. The document inciudes the following information:

1. Name and address of victim;

2. Name and address of person making the report (if different from the victim);

3. Date of the rape or incest incident; .

4. Date of the report (may not exceed 60 days after the incident);

5. Statement that the report was signed by the person making it;

6. Name and signature of person at law enforcement agency or public health service who took the rape or

incest report.

FHYSICIAN'S SIGNATURE

PART Il - You must check one of the following blocks and sign the certificate, unless you have' checked “I” in

;A

O s.

o w.

Part |, above.
| certify that this abortion is necessary because, based on my professional judgement, continuation of

the pregnancy is likely to result in the death of the woman.

DATE PHYSICIAN'S SIGNATURE

I certify that, within a reasonable degree of medical certainty, based on my professional judgement,
termination of pregnancy is medically necessary because there is substantial risk that continuation of
the pregnancy could have a serious and adverse effect on the woman’s present or future physical heaith.

DATE PHYSICIAN'S SIGNATURE

| certify that, in my professional judgement, there exists medical evidence that continuation of the

pregnancy is creating a serious effect on the woman's present mental health and, if carried to term, there

is substantial risk of a serious or long lasting effect on the woman’s future mental health.

DATE PHYSICIAN'E SIGNATURE

| certify that, within a reasonable degree of medical certainty, based on my professional judgement, this

abortion is necessary because the fetus Is affected by genetic defect or serious deformity or abnormality.

DATE PHYSICIAN'S SIGNATURE

| certify that this procedure is necessary for a victim of rape, sexual offense, or incest, and the inciden’
has been reported to a law enforcement agency or to a public health or social agency. -

DATE PHYSICIAN'S SIGNATURE
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MARYLAND MEDICAL ASSISTANCE PROGRAM
DOCUMENT FOR HYSTEREC::TOMY

COPY OF TH!IS FORM KUST BE ATTACHED TO ALL INVOICES FOR HYSTERECTOMIES:

Please Print or Type

PATIENT S WAME o . FHYECIAN COMPLETING FORM
PATIEWTS ADORESS PHYTSICIANS MEDICAL ASSISTANCE NUMBER
PLACE OF EERVICE

PATIENT & HMEDICAL ASTISTANCE KULEER
. DATE OF BERVICE

SECTION 1 - To be signed bv physician and patient or pat: nt's representative when patient has been informed of
the service,

A. | have performed a hysterectomy on : . I hereby certify
that the following conditions do not apply to this hysterectomy. pusE o pinBxm

1. It was performed solely for the purpose of rendering the individual bermanen‘gly i_nca;:iable of reproducing:
or . &

2. If there was more than one -purpose to the procedure, it would not have been performed but for the purpose
of rendering the individual perma.nentiy incapable of reproducing.

I have informed the patient and her representative, if any, orally and in writing, that the hysterectomy will make
the patient pcrmanently incapable of reproducing.

DATE X ' TIGHATURE OF PHYSICIAN

\

B. Receipt of Hysterectomy Information

1 ke G have been informed by
mE_DFP&TrEK'ﬂ s

, that the hysterectomy to be

(MAME DF PHYSICLAN)
performed will render me perrnanent!y incapable of reproducing.

DATE TIGMATURE OF PATIENT OR REPRESENTATIVE

SECTION Il - To be sigr}eﬂ'by physician. No patient signature is needed because the individual:

A. Was already sterile before the hysterectomy dueto __- : or
{CAUSE OF STERILITT

B. Required a hysterectomy, performed under a life-threatening emergency siwatlon in which prior acknowledge

ment was not possible. (Describe the nature of the emergency.)

DATE SIGHATURE DF PHTSICIAN
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